AGED 2, a Hebrew boy, was admitted into the East London Children's Hospital under my care on February 22, 1902, suffering from intestinal obstruction. The history was difficult to obtain owing to the fact that neither parent understood English, and the interpreter had only a very elementary knowledge of the language. It appeared that both parents were healthy, and that the patient was the only child. He had always been well till six days before admission, when he complained of great pain in the abdomen, and vomited. There had been great thirst, and when any liquids were given vomiting promptly ensued. The bowels had been constipated during the entire six days.
H. C., AGED 2, a Hebrew boy, was admitted into the East London Children's Hospital under my care on February 22, 1902, suffering from intestinal obstruction. The history was difficult to obtain owing to the fact that neither parent understood English, and the interpreter had only a very elementary knowledge of the language. It appeared that both parents were healthy, and that the patient was the only child. He had always been well till six days before admission, when he complained of great pain in the abdomen, and vomited. There had been great thirst, and when any liquids were given vomiting promptly ensued. The bowels had been constipated during the entire six days.
I saw the child soon after admission. He was lying on his back, pale and shrunken. The abdomen was distended and coils of intestine could easily be felt. Nothing in the shape of a tumour could be made out on palpating the abdomen. An enema which -had previously been administered brought away some brownish fluid but nothing definitely faecal. On introducing the finger into the rectum the pelvis could be thoroughly explored, since, owing to the drowsy, collapsed state of the child little or no resistance was offered. The exploring finger encountered a sausage-shaped mass movable in the pelvis, to the right of the rectum. This could be displaced upwards, and was then detected by the hand which was palpating the abdomen. On withdrawing the finger from the rectum a little of the same brownish fluid was evacuated, but there was no trace of any blood-stained mucus and no putrescent odour about the fluid. Nothing abnormal could be detected in the rectum itself. There were no expulsive efforts on the part of the child until the finger had been introduced to its utmost limit.
The diagnosis of enteric intussusception having been made, the patient was prepared for operation. The abdomen was cleaned, the limbs were swathed in hot cotton-wool, and a large milk and water enema administered, which was promptly returned. Chloroform was given, and an incision made in the lower half of the right semilunar line about 21 in. long. The tissues were rapidly divided till the peritoneum was reached, and then a towel which had been wrung out of boiling water was held over the abdomen, so that when exposed the abdominal contents should encounter a moist and hot atmosphere. This steaming process was continued by means of relays of towels throughout the entire operation. The peritoneum was then divided, and the finger, which had just been dipped into quite hot lotion, was inserted into the peritoneal cavity. The mass was soon discovered in the pelvis, and after some difficulty was delivered from the wound. The lower part, where the bowel was entering, was apparently tied down to the right iliac fossa, and could only just be dragged out of the wound, whilst the upper part was quite free. An attempt was made to reduce the intussuscepted portion by squeezing the gut above, but this was soon given up, as the ensheathing gut, which was composed of the small intestine, was found to be sloughing in one or two places. We then decided to resect the mass, so clamps were placed above and below. The lower clamp was difficult to adjust, owing to the very small portion of the gut there. The mesentery was ligatured in three or four pieces, and divided between the ligatures and the gut, and then the gut itself was cut across above and below the mass, between it and the clamps, and the portion thus freed was removed. As the gut above the upper clamp was a good deal distended, it was thought wise to empty it by removal of the clamp. This was done, and immediately a quantity of blood-stained fluid, of a markedly putrescent odour, escaped into a vessel held for its reception. One half of a small Murphy's button was rapidly tied into the cut end of the gut, and this portion was wrapped round with iodoform gauze. We then attacked the lower part where the bowel had entered, and there was so little working room that the lower clamp had to be removed before the other portion of the button could be introduced.
Having accomplished this, the button was clamped together, and the gut thus united was returned after being washed with hot lotion. The abdominal wound was closed in the 'usual manner, and the child was wrapped in hot blankets and taken back to bed. The pulse, which was 156 per minute before the operation, had become almost imperceptible at the wrist, so strychnine was injected and several ounces of saline fluid were infused into the subcutaneous tissues of the axillie. After the operation the patiept became very restless, sighing and yawning. The temperature, which was just below 100°F. before the operation, rapidly rose to 104°F., and the pulse became very feeble and rapid, so at 3 a.m. a pint of vwarm saline fluid was infused into the internal saphena vein.
The pulse now became stronger and could be easily counted, the rate being 160 per minute. The bowels acted several times, the motions being dark, liquid, and some containing blood. Nutrient enemata with brandy were given every four hours. The temperature remained between 1020 F. and 1030 F. the whole day, and the pulse was still very rapid.
At 10 p.m. the temperature fell to between 990 F. and 1000 F., and the pulse became almost imperceptible, so at 2 a.m. a second pint of saline fluid was injected into the other internal saphena vein. This pulled the pulse together, but the temperature promptly rose to 1040 F.,
where it remained during the whole of the day; towards evening it reached 1050 F., and the child expired at 10 p.m. The patient had thus lived rather over forty-eight hours after the operation.
Dr. Clive Riviere, Pathologist to the Hospital, reported upon the resected portion as follows: Resected piece. The intussusception was about 6 in. long, green, softening, and gangrenous. The large intestine was not involved, the inversion being of small intestine into small intestine. At the upper end appeared a small opening leading into a tube within the intestine, and on opening the innermost layer of gut a Meckel's diverticulum about 2 in. long was found, invaginated into the innermost layer of intestine and pointing downwards towards the advancing end. The intussusception was readily reduced, though there were recent adhesions between the layers.
Post mortem: The abdomen only was opened. The cwcum was adherent to the abdominal wall in flank. No general peritonitis. A piece of omentum adherent to the lower end of anastoinosed gut. The anastomosis was performed by aid of Murphy's button, and was made just at the ileo-coecal valve. The healthy appendix was almost touching the anastomosed gut. There was fibrinous exudation and adhesion between the opposed serous surfaces at the anastomosis. The junction appeared to be watertight, and lio oozing has occurred. The ceecal end was injected and the peritoneal coat inflamned; the other end was more healthy. The ligatured mesenteric stump looked greenish and rather sloughy, but there was no peritonitis around it. The rest of the intestine appeared healthy. There was some gaseous distension of the small intestine, but very little fecal matter in the bowel. Liver: fatty patches; spleen natural.
The reason we diagnosed the condition to be one of enteric intussusception was the fact that, in addition to the vomiting and constipation, a sausage-shaped mass could be felt. The mass was clearly not in the colon or rectumn, as it could not be discovered by external palpation, and it was only when the finger was inserted into the rectum that it was discovered loosely hanging in the pelvis. Then the presence of visible coils suggested to our minds that the obstruction was higher up than usual in the alimentary canal. Again, the absence of blood-stained mucus passed per anum made us think that it had possibly been absorbed during its passage along a greater length of intestine than usual; this, however, was not the explanation.
We assert that the intussusception was retrogrrade, because, although at the time of the operation we did not see either end of the small intestine, we noticed that, when the mass was delivered from the abdomen, the lower end, the site of entrance of the intussusception, was so tightly tethered that it was difficult to adjust the clamp, whereas there was plenty of free intestine beyond the advancing end. When Dr. Riviere made the inspection, he noted that " the button was placed just at the ileo-caecal valve," and that "the ceecum was adherent to the abdominal wall in the flank." This accounts for the difficulty we experienced in delivering the lower end of the mass where the bowel was entering. We were clearly working right against the adherent caecum. The gut beyond the advancing end of the mass could not possibly have been closely connected with the caecum, as here there was an abundance of small intestine which had to be replaced into the peritoneal cavity before closing the wound. Hence it is quite certain that what appeared to us at the operation to be the lower and entering part of the intussusception was really so, and therefore the intussusception was travelling upwards along the small intestine away from the cwcum-i.e., in a retrograde manner.
DISCUSSION.
Mr. L. C. PANTING said he happened to have seen a case which he believed to have been a retrograde intussusception of the colon. He was without notes, and it was some four years or more since the case occurred. The patient, a girl, aged about 29, was admitted for a swelling in the right iliac region, the diagnosis. of which was doubtful; there was no intestinal trouble, and it was considered to be ovarian in origin. On exploration he found an old salpingitis, and the colon, instead of lying in the usual position, was tilted downward and fixed in the pelvis, from which it ascended to the hepatic flexure. The ctecum and appendix were normal. On separating the adhesions it was found that the colon was fixed to the upper part of the uterus and thence passed as the entering portion of an intussusception in a retrograde direction towards the cwcum. He did a complete resection, but regretted to say that the patient died in some thirty-six or forty-eight hours from peritonitis. He had the D-31b specimen in his possession, but had not thoroughly examined it, but so far as could be seen there was no growth. The narration of Mr. Dunn's case had brought it back to his memory.
Mr. BETHAM ROBINSON said it was very interesting to hear about the case because probably all surgeons had considered that the only conditions of retrograde intussusception were those which were seen post mortem. He did not wish to be critical of Mr. Dunn's case, but it did not seem to be certain that it actually was such a case. One knew the conditions that resulted from a persistent Meckel's diverticulum intussusception, and that might have been a factor in determining the condition of affairs in this case. Mr. Dunn drew attention to the fact that when he had examined the rectum there was a lump evident on the right side of the pelvis. This interested him, because twelve years ago he brought before the Clinical Society' a case of Meckel's diverticulum intussusception in which he had to resect the bowel, the patient being a boy, aged 5, and at the meeting he drew attention to a clinical feature of the case-viz., the feeling of a lump in the pelvis by rectal examination. He stated that although the symptoms pointed to intussusception, yet from that feature, and the fact that the lump was so low down and movable, and did not correspond to any sort of intussusception which he had previously felt, it occurred to him that it was probably a Meckel's diverticulum. This clinical feature seemed to be borne out now, and might be helpful in the future.
Mr. DUNN, in reply, said he was very much interested in Mr. Panting's remarks about his own case; it must have been very difficult to deal with in the large intestine. He supposed there was no growth. In answer to Mr. Robinson's question, there was no doubt about it being an intussusception. It lay quite close up against the caecum. The advancing end was quite free, and there was plenty of intestine beyond.
